We may return unduly long letters to the author for shortening so that we can offer readers as wide a selection as possible. We receive so many letters each week that we have to omit some of them. Letters must be signed personally by all their authors. We cannot acknowledge their receipt unless a stamped addressed envelope or an international reply coupon is enclosed.
Prospects in pathology SIR,-Your leading article "Prospects in pathology" (22 September, p 692) presents a picture which I believe to be unduly pessimistic. Firstly, it must be emphasised that career prospects in the major pathological specialties (chemical pathology, haematology, histopathology, and medical microbiology) are excellent. Demand for consultants far exceeds supply and there is strong evidence that it will continue to do so. Secondly, it is not true that those interested in a career in a pathological specialty must make an early and irrevocable decision. Following the preregistration year, trainees are required to spend at least 18 months in recognised departments before taking the college's primary examination; this consists of a single multiple-choice question paper in the four specialties plus immunology and a practical and oral examination in any one specialty. Having passed the primary examination the trainee is requested to complete a total of five years, postregistration training before taking the final examination in any one specialty (which need not be the same as the specialty selected for the practical part of the primary). The final examination is regarded as the appropriate qualification for appointment to a consultant post. In accordance with the increasing clinical bias of the pathological specialties, the MRCP, FRCS, and MRCOG each carries exemption from the college's primary examination, and up to one year of training in a relevant clinical post is accepted as part of the five years' training in pathology. Accordingly, a trainee who has obtained one of the above clinical qualifications can take the final examination after the four-year period usually regarded in most specialties as normal for higher professional training (this could be reduced if the trainee has held a post in pathology before taking the MRCP, etc). I suspect that these arrangements are not widely known, particularly by trainees in the clinical specialties, who may also not all be fully aware of the intensity of the competition for senior registrar posts in the major clinical specialties. It might be helpful to print in the BMJ the review of career prospects published annually by the Departments of Health.
As regards merit awards, it is not true to say that pathologists fare badly. Assuming that the cause of her blindness was imbalance between the perfusion pressure to her eyes and the intraocular pressure, I immediately commenced a 25 % mannitol infusion, and she received 300 ml within 15 minutes in order to reduce the intraocular pressure and so restore the balance between the two pressures. Within 20 minutes the pupils began to react to light and the patient reported that she was seeing again.
Three hours later the patient again lost her sight, her blood pressure being 90/60 mm Hg, when the same treatment was unsuccessfully repeated together with intravenous dexamethasone. After 24 hours' duration of blindness, by the time her blood pressure was 180/130 mm Hg the patient again reported that she was perceiving light and she continued to improve from then on. The underlying cause for her hypertensive crisis was not found, and she has been well controlled on antihypertensive treatment. Visual acuity is 6/6 in each eye, the visual fields are full, and eight months later hypertensive retinopathy was no longer present.
I would like to suggest that in conditions like this lowering of the intraocular pressure might be considered, with either mannitol or acetazolamide sodium intravenously.
Visual loss in temporal arteritis is considered to be associated with a fall in the perfusion pressure of the extraocular arteries with subsequent imbalance between this and the intraocular pressure. Medical_Journal, 1979, 24, 111. Renal artery stenosis and hypertension SIR,-Reporting the development of renal artery stenosis in two hypertensive patients with previously normal renal angiograms, Dr Mattias Aurell (5 May, p 1180) suggested that "the vascular disease caused the hypertension." A similar sequence of events in a patien-t of ours has led us to the opposite conclusion.
The patient presented at the age of 54 with a short history of symptoms of uraemia and left ventricular failure. Her blood pressure was 260/140 and her fundi showed bilateral papilloedema with haemorrhages and exudates. Her blood urea was 66 mmol/l and creatinine clearance 1-3 ml/min. The kidneys were normal in size and shape radiologically, so a kidney biopsy was carried out and the histology showed hypertensive nephrosclerosis. Because of clinical features suggesting the possibility of a phaeochromocytoma, bilateral selective renal angiography was done. There was no evidence of a phaeochromocytoma and the major renal arteries were normal, but there was an intrarenal arteriovenous fistula at the site of biopsy in the left kidney.
During three years of haemodialysis and treatment with antihypertensive drugs her hypertension was never well controlled and her blood pressure ranged from 160/100 to 210/210. Since the iatrogenic arteriovenous fistula could have been contributing towards her hypertension we considered surgical treatment and a second renal angiogram was carried out. The fistula had disappeared and the kidney had shrunk to 10 cm in length, but there was now a tight stricture of the left main renal artery 1-5 cm from its origin with poststenotic dilatation. On the right there were multiple stenoses of the right main and intrarenal arteries.
This patient had radiologically normal main renal arteries at the time of her presentation with hypertension, as did one of Aurell's patients. We do not know the pathology of the stenosis she later developed, but it seems reasonable to postulate that her continuing hypertension may have been the cause. Although many patients have been cured of hypertension by correction of their renal artery stenosis, we wonder whether some of the surgical failures may have been because their hypertension was the cause rather than the consequence of their renal artery stenosis.
PAUL SHARPSTONE ANTHONY TRAFFORD RICHARD MCGONIGLE Royal East Sussex County
Hospital, Brighton BN2 5BE
Burning and the inadequate management of epilepsy SIR,-Burning is a potentially fatal hazard faced often by the poorly controlled epileptic. We have been impressed-and depressed-by the poor quality of previous management of epilepsy in patients admitted to the regional burns unit in this infirmary. Admission is sought for patients with especially large burns, burns involving important areas such as hands or face, skin grafting, etc. We studied the management of 10 consecutive patients with epilepsy admitted to the burns unit and offer a brief summary of two cases together with comment on the others.
A 51-year-old man had a three-year history of tonic-clonic seizures following skull fracture. Despite taking phenytoin sodium regularly in a dose of 100 mg thrice daily control remained poor. During a seizure he sustained an extensive fullthickness burn to his right foot from an electric fire. The Poisoning with chlormethiazole SIR,-We were interested in the report by Dr R N Illingworth and others (13 October, p 902) of severe poisoning with chlormethiazole. All their patients had taken oral overdoses, and while the previously noted effect of this
